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Licensee/Titulaire de permis

OAKWOOD RETIREMENT COMMUNITIES INC. ,
325 Max Becker Drive, Suite 201, KITCHENER, ON, N2E-4H5
Long-Term Care Home/Foyer de soins de longue durée

THE VILLAGE OF TANSLEY WOODS
4100 Upper Middle Road, BURLINGTON, ON, L7M-4W8

Name of Inspector(s)/Nom de 'inspecteur ou des mspecteurs
(BERNADETTE SUSNIK (120)

_hspectton Summarleesume de !’mspectlon

The purpose of this inspection was to conduct a Complaint mspect;on |
This inspection was conducted on the following date(s): May 16, 2013

During the course of the inspection, the inspector(s) spoke with the general
manager, director of care, registered nurse and an identified resident.

During the course of the inspeétion, the inspector(s) reviewed the identified
resident’s plan of care and associated documents.

The following In-spection Protocols were used during this inspection:
Dignity, Choice and Privacy
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Findings of Non-Compliance were found during this inspection.

- NON-COMPLIANCE / NON - RESPE_CT DES EXIGENCES

u .__co sfi ue un av:s.ecrit de non-;
aux termes du paragraphe 1 de
' I artscie 152 de la LFS_LD

WN #1: The Licensee has failed to comply with LTCHA, 2007 S.0. 2007, c.8, s. 3.
Residents’ Bill of Rights

Specifically failed to comply with the following:

s. 3. (1) Every licensee of a long-term care home shall ensure that the following
rights of residents are fully respected and promoted: |

14. Every resident has the right to communicate in confidence, receive visitors
of his or her choice and consult in private with any person without interference.
2007, c. 8, s. 3 (1).

* Findings/Faits saillants :
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The resident's right to receive visitors of his or her own choice has not been fully
respected or promoted.

An identified resident was interviewed in the home on May 16, 2013 regarding their
wishes to be visited by all of their children and grandchildren. The resident was able to
. answer questions related to their current situation and expressed their desire to be
visited by family and friends of their choice. They were able to express concerns
about the decisions being made by one of their children, who has Power of Attorney
(POA) for personal care and property. The resident was aware that only the POA's
family members were allowed to visit and that the POA was prohibiting other family
members from visiting. The POA provided written direction to the management of the

. home that no visitors are permitted to visit or call the resident unless permission was
granted by the POA.

The resident's plan of care specified that only certain family members were permitted
to visit the resident and that a list was available at the nursing station for staff to
review. Interview with registered staff and the general manager confirmed that they
are following the written direction from the POA and are in fact ensuring that only the
visitor's on the POA's list are able to see or speak with the resident. Management staff
confirmed that alternative interventions to facilitate on the resident's behalf to see
other family members were not explored.

The resident was described by the registered staff as being capable of making
decisions for themselves regarding activities of daily living, that they participated in
many group activities and enjoyed active games, trivia and socials. The resident was
able to walk independently and only needed physical assistance with dressing and
bathing.

Documentation kept by the home for the resident described events that occurred in
2013 that distressed the resident. A family member who was not permitted to visit or
speak to the resident tried on numerous occasions to call or visit but was told by home
staff that they could not. On a specified date in 2013 the family member tried to visit
with the resident but was eventually escorted from the home area and began to cry
out. The incident was witnessed by the resident who subsequently also became very
upset and cried. The resident expressed to a worker that they felt sad about the
"whole situation” that occurred during the day. The resident reqmred support by staff
to ease their emotions. [s. 3(1)14.]
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